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THE PRESIDENT’S COLUMN 


The Virtues of Curiosity 


C. W. Wirts, M.D. 


It is just a litthe over a quarter ol a cen- 
tury since Dr. Rudolf Schindler introduced 
the flexible gastroscope that bears his name 
and revitalized an intense interest in the 
endoscopic evaluation of the stomach. En- 
thusiams for this procedure has waxed and 
waned repeatedly since then but now seems 
to have reached a tairly stable level with a 
steady annual increase in the number of 
physicians trained in the gastroscopic 
method, 


From the earliest experiences with this 
procedure workers have asked lor modifica- 
tions and improvements that would reduce 
blind areas in the stomach and permit 
biopsy and photography. It is impressive 
to note that in this short period, with prac- 
tically no formal support, great strides have 
been made in the achievement of each ol 
these desired ends. Ancillary developments 
derived largely trom the curiosity stimu- 
lated by Dr. Schindler's unique accomplish- 
ment are the flexible esophagoscope, the 
various instruments lor blind suction biopsy 
ol the stomach and = small bowel, the 
promised success of televising gastroscopic 
views and the entirely new optical system 
known as the fiberscope. 


With all this potential for further ce- 
velopment it is hard to believe that at 
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one time it was felt that the American 
Gastroscopic Society had completed its mis- 
sion and should be disbanded. Currently 
it would appear that the need is greater 
than ever to provide an atmosphere such 
as we have at our annual meetings where 
the exchange of ideas and the stimulation 
of curiosity will permit continued success 
in this field. 


The meeting this vear will take place at 
the Louisiana State University in New Or- 
leans in the middle of a full week of gastro- 
enterologic meetings, an arrangement that 
seems appropriate to provide the maximum 
in interest and attendance. Every attempt 
has been made to use our time to the fullest 
advantage and therefore prompt timing 
of the presentations must be demanded by 
the moderators. 


In this program the broad range ol sub- 
ject’ matter dealing with esophagoscopy. 
biopsy and photgraphy is the result) of 
popular demand, which may be one indica- 
tion why there is continued interest: in 
changing the name and rewriting the Con- 
stiution of the Society. The membership at 
large should come to the meeting prepared 
to express their opinion in these two im- 
portant matters. 
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American Gastroscopic Society 


19th Annual Meeting 
Wednesday, March 30, 1960 


Scientific Program 


Auditorium, the Medical School, Louisiana State University, New Orleans, La. 
11:00 A.M.-1:00 P.M.—Registration 


1:00 P.M.—Symposium on Nonsurgical Management otf Esophageal Disease. 


Moderator: Dr. John Tilden Howard, Baltimore 


1. The Medical Treatment of Hiatal Hernia, Esophagitis, Esophageal Ulcer 
and Diffuse Spasm of the Esophagus. 


Drs. Asher Winkelstein, New York, and John Tilden Howard, Baltimore 


2. Treatment of Benign Stenoses of the Esophagus. 
Dr. Edward Benedict, Boston 


Discussion: Motion Picture—A Method of Bouginage—5 min. Drs. 
George C. Hennig and Charles Flood, New York. 


3. The Treatment of Cardiospasm. 
Dr. Regis A. Wolff, Pittsburgh 


Discussion: Motion Picture—Hydrostatic Dilatation for Cariospasm— 
5 min. Dr. Arthur M. Olsen, Rochester, Minn. 


2:15 P.M.—Symposium on Endoscopic Biopsy and Exfoliative Cytology in the Diagnosis 
of Gastrointestinal Disorders: Techniques and Evaluation. 


Moderator: Dr. J. Edward Berk, Detroit 


1. Biopsy of the Esophagus and Stomach. 
Dr. Eddy D. Palmer, Houston 


2. Biopsy of the Small Intestine. 
Dr. Cyrus E. Rubin, Seattle 


3. The application of Exfoliative Cytology To Benign and Malignant 
Diseases of the Gastrointestinal Tract. 
Dr. Howard P. Raskin, Chicago 


3:25-3:35 P.M.—Intermission 


3:35 P.M.—Symposium on Gastric Color Photography. 
Moderator: Dr. Harry L. Segal, Rochester, New York. 


1. A Comparison of Electronic Flash and Tungsten Light Gastroscopic Color 
Photography. 
Dr. Robert S. Nelson, Houston 
2. Further Experience with Gastric Color Photography. 
Dr. Ivan C. Keever, Chicago 


4:30 P.M.—Business Meeting. 
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SYMPOSIUM ON INSTRUMENTS 
AND TECHNIQUES 
FOR ESOPHAGOSCOPY ®: 


The Rigid Esophagoscope and Conventional Technique ** 


Edward B. Benedict, M.D.*** 


THE EsSOPHAGOSCOPE 

I use the standard full lumen 9—45 
Jackson esphagoscope with Tucker thumb 
valve. Lam sure you are all familiar with 
this instrument which with its full lumen 
gives an excellent round view of all lesions 
down to the cardiac orifice. If one desires 
to pass the cardiac orifice and enter the 


upper stomach the 53 cm. length is used.” 


The 9 mm. diameter is adequate in the 
usual patient but smaller sizes are useful 
in the difficult case and in children. Bougies 
up to and including the #26 may be passed 
through the 9 mm. ‘scope; where larger 
bougies are required, I pass ‘scopes of 10, 
11, or 12 mm. in diameter. The rigid ‘scope 
provides an excellent lumen for aspiration 
ol secretions, sponging, foreign body  re- 
moval, biopsy and bouginage. The thumb 
valve is useful in giving intermittent suction 
as needed, without the bother of the inde- 
pendent aspirator. If difheulty is en- 
countered in passing the instrument at the 
level of the cricopharyngeus, a #24 bougie 
may be used as a lumen finder, and alter 
the cricopharyngeus relaxes, the bougie and 
‘scope may be passed together. In difficult 
cases or in nervous apprehensive patients 
I do not hesitate to use general anesthesia. 
PREOPERATIVE PREPARATION OF THE PATIENT 

The patient should be fasting and ade- 
quately hydrated. Two hours betore the 
procedure 100-200 mgs. of Nembutal are 
given, the dosage depending on the age, size 
and stability or instability of the patient— 
~ © Presented at the Annual Meeting of the Amer- 
ican Gastroscopic Society, Atlantic City, June 7, 1959. 

** From the Surgical Services, Massachusetts Gen- 
eval Hospital; and the Department of Surgery, Har- 
vard Medical School. 

*** Assistant Clinical Professor of Surgery, Har- 
vard Medical School; Endoscopist, Massachusetts 
General Hospital. 
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also as to the presence or absence of upper 
front teeth and flexibility of the neck. One 
hour before the procedure 10 mgs. of mor- 
phine and 0.4 mg. of atropine are given 
subcutaneously. In patients with esophageal 
obstruction all preoperative medications are 
given subcutaneously or sometimes intra- 
venously. 
ANESTHESIA: 

We use a 2°, xylocaine gargle given 2-3 
times at 5 minute intervals just before the 
esophagoscopy. We believe this is much 
safer than cocaine or pontocaine. There 
have been a number of fatalities reported 
from pontocaine. We use general anesthesia 
more frequently now than in the past for 
several reasons— (1) An anesthesiologist is 
always readily available; (2) Intravenous 
sodium pentothal, with anectine added for 
relaxation, has become a simple, safe, and 
standard procedure in the hands of an ex- 
pert anesthesiologist, using an intratracheal 
tube for complete control of respiratory ex- 
change; (3) It is more comfortable for the 
patient; (4) We do a great deal of endo- 
scopic teaching which is easier under gen- 
eral anesthesia. 

Use or OPERATING ROOM vs. OFFICE 

or O.P.D. 

We believe esophagoscopy is better and 
more safely performed in the operating 
room with hospital admission the night 
before the procedure to get proper history 
and patient rapport. The patient is also 
kept in the hospital one day after esophag- 
oscopy to make sure he is all right and 
establish good recovery from the sedation 
or anesthesia. We believe these precautions 
are necessary because so many of our eso- 
phagoscopies are not for observation alone 
but include bouginage and biopsy. 
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The Rigid Esophagoscope with the Flexible Obturator 
John Tilden Howard, M.D.* 


If any of you gastroscopists—or your wives 
-would care to give my ofhce in Baltimore 
a housecleaning, your efforts would have 
historical, if not archaeological, rewards. | 
could almost guarantee that you would find, 
among antique microscopes, Obsolete blood- 
counting chambers and ancient take-down 
sphygomomanometers, old esophageal in- 
struments, There would be probangs and 
an outmoded set of graduated metal beads, 
called, L believe, Sippy olives; these beads 
were to be attached to a narrow flat piece 
ol spring steel and passed by touch alone, 
in the manner of that time, through stric- 
tures of the gullet. And you might even 
find an esophagoscope, similar to the bron- 
choscope, a German instrument, shown in 
Figure | and demonstrated here only be- 
cause I couldn't lay my hands on an esopha- 
goscope of this type. The esophagoscope 
would differ only in that it would have no 
perforations in ity lower end. It would have 
a square tip rather than a bevelled one and 
a metal obturator to assist its passage 
through the constrictors of the pharynx 
hy touch alone. Vhe lower hall of Figure | 
shows an illustration of Dr. Chevalier Jack- 
son's esophagoscope as it was pictured in a 
monograph published by him in 1907 on 
the techniques of endoscopy. And even olde 
peroral endoscopes than these were passed 
with the aid of obturators. In esphagoscopy 
obturators are no innovation. 

My ofhce had been occupied by gastro 
enterologists for many years betore 1 first 
began to pay rent on it in 1927. And these 
antiquities which are uncovered occasion- 
ally—and reburied more or less caretully— 
are evidences of the interest of those gastro- 
enterologists in esophageal work. And yet, 
when I became associated with them in °27, 
they were referring their patients with 
esophageal difhculties elsewhere for study 
and treatment. (Baltimoreans are opposed 
to change in general, as you may know.) 

Believing that the esophagus is part ol 
the gastroenterologist’s domain and stimu- 


* Read before Annual Meeting of The American 
Gastroscopic Society, Atlantic City, New Jersey, 
June 7, 1959, as a part of a Symposium on Instru- 
ments and Techniques for Esophagoscopy. 


lated by a sense of inadequacy at my in- 
ability to study the gullet satisfactorily and 
by some success with the Schindler flexible 
gastroscope, I resolved to learn esophago- 
scopy. I suppose that | should have “taken 
a course.” But I didn’t wish to do broncho- 
scopy and IT though that I could pick up 
esophagoscopic techniques as I had learned 
gastroscopy, Which was for me chiefly sell- 
taught. I observed esophageal procedures 
off and on for many years. But no one was 
interested in teaching me esophagoscopy 
through practice, though everywhere | was 
welcomed as an observer. Dr. Porter Vinson 
of The Mayo Clinic was particularly kind: 
1 remember well his Bruenings’ proximally 
lighted ‘scope. Kind, too, were the Jacksons 
of Philadelphia, who had me under-toot 
lrequently. But none of these men put th« 
esophagoscope into my hands. Because thes 
did not use obturators, | new can't blame 
them. Obturators were then taboo in. th 
best endoscopic society. 

At length the esophagoscopic urge became 
so great that I decided to learn by doing 
and I tried the procedure on edentulous 
candidates for gastroscopy. 

My principal aid in introducing a Jack 
son esophagoscope was a flexible obturaton 
which I had seen the late Dr. E. B. Freeman 
of Baltimore use. This is shown in Figure 
2. A rubber finger is attached to a brass 
rod and, when it is inserted into the ‘scope. 
the flexible portion protrudes about 5 cms. 
The esophagoscope is passed under direct 
Vision to the constrictors of the pharynx. 
If it does not pass them easily, the obturator 
is inserted while the ‘scope is in place and 
by touch alone it is passed through the 
constrictors. No more pressure is required 
than is necessary in passing the tip of the 
flexible gastroscope trom the hypopharvns 
into the esophagus. Then, with the flexible 
rubber finger leading the way, the esophago- 
scope is advanced for a few centimeters. 
the obturator is withdrawn and the ‘scope 
is then advanced under direct vision. If at 
the cardia one encounters some difficulty 
in entering the stomach, the obturator will 
help to align the esophagus and cardia and 
it will guide the esophagoscope into the 
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gastric lumen in the same way that it assists 
the passage of the ‘scope through the 
pharyngeal constrictors. 

It is fair to say, I believe, that all of us 
prefer to work with tools with which we are 
familiar. The Jackson ‘scope, which is 
shown in Figure 3, has served me well and 
I use a full-lumen instrument of this type: 
the internal diameter is 9 mms. Through 
it I pass the obturator of a 7mm. Eder- 
Huttord esophagoscope. | now use this metal 
spring-type obturator because it does not 
deteriorate as does rubber (the rubber- 
tipped rods are not commercially available); 
and, more important, because it is more 
pliable than the obturator of the Eder- 


x 


Figure 1. (Above) Old-fashioned bronchoscope with square 
end and metal obturator to assist in its passage. Eso- 
phagoscopes of its vintage were made similarly except for 
the absence of perforations at their lower ends. (Below) 
Type of peroral endoscope with square end and metal 
obturator illustrated in Dr. Chevalier Jackson's ‘’Tracheo- 
Bronchoscopy, Esophagoscopy and Gastroscopy,”’ pub- 
lished in 1907. 
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Hufford 9 mm. instrument. I prefer the 
greater flexibility of the smaller obturator, 
since I believe that it finds the “path ot 
righteousness” through the pharyngeal con- 
strictors more easily then the larger one. 
Generally speaking, rigidity is increased 
with the calibre of the spring. I have been 
told by my critics that mucosa will be 
pinched in the space between the loosely 
fitting obturator and the full-lumen ‘scope. 
I have never had trouble of that sort and in 
practice the loosely fitting obturator is very 
satisfactory indeed. 

Patience and gentleness are most valuable 
adjuvants in any esophageal technique, 
obturator or no obturator, are they not? 


Figure 2. Jackson esophagoscope with rubber tipped ob- 


turator, a homemade device. 


Figure 3. The 9 mm. full-lumen Jackson esophagoscope is 
now passed with the help of the loosely fitting obturator 
of a 7 mm. Eder-Hufford esophagoscope. 
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The Schindler Esophagoscope 


Angelo E. Dagradi, M.D. 


The Schindler esophagoscope was de- 
signed by Dr. Rudolf Schindler with the 
specific purpose of creating a safe diagnostic 
tool which could be used by the gastro- 
enterological internist for the diagnosis of 
esophageal disease. This instrument may be 
used either as an optical esophagoscope, as 
originally devised, or with a proximal tele- 
scopic attachment. It is introduced into the 
esophagus by the ‘palpatory method.’ 
THe Opticat EsopHAGOscoPE consists of 
five separate parts and is in no way as 
complicated to use as may at first appear. 

1. The Outer Tube and Obturator: The 
outer tube measures 10 mm. in diameter 
and is a perfectly round tube of light 
weight. The former feature makes it pos- 
sible to rotate the tube with ease during 
the examination with little discomfort to 
the patient, whereas irregularly outlined 
instruments create some discomfort, espe- 
cially when the cricopharyngeus is tightly 
contracted, and in short-necked patients. 
The A-P diameter of the esophageal open- 
ing is 15-17 mm. The smaller the caliber of 
an esophagoscope the safer and the more 
comfortable the instrument becomes for 
the patient. Naturally, the smaller the diam- 
eter of the instrument, the smaller the pic- 
ture becomes and the smaller the working 
space for such necessities as biopsy-taking 
and for dilating very narrow strictures 
under direct vision with Pilling Dilators. 
An advantage of a small bore instrument is 
that it can be passed through strictured seg- 
ments of the esophagus (after dilation) in 
order to examine the portion distal to the 
stricture and to take biopsies if necessary, 
in cases where an instrument of larger dia- 
meter may not be so passed. On the other 
hand, use of the narrow bore instrument 
may be a disadvantage at time since symp- 
tom-producing strictures may be by-passed 
without being recognized. However, if an 
exploratory #44 F woven silk bougie is 
used in suspected cases prior or subsequent 
to esophagoscopy, the presence of the stric- 
ture will be readily ascertained. 

The serviceable length of the standard 
tube is 46 cm. which is long enough to 
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permit entry into the stomach in practically 
all cases. The outer tube is engraved with 
markings at intervals of one centimeter 
which enable the operator to estimate the 
distance from the tip of the instrument 
from the front teeth at all times and is 
especially helptul in determining the length 
of a lesion and its location if repeated ex- 
amination is necessary. The outer tube may 
be ordered in various lengths, We use a 30) 
cm. long tube for high lesions which makes 
for greater handling convenience. 

The proximal end of the outer tube is 
fashioned into a shoulder which permits 
easy introdution of instruments, suction 
tube, and other component parts of the 
esophagoscope when used as an optical in- 
strument. The shoulder contains a locating 
hole for positioning the light carrier, obtu- 
rator, or inner tube. 

The obturator is designed for satety of 
introduction. It consists of a removable 
rubber finger on a metal rod, the rod being 
a few mm. longer than the outer sheath. 
The rubber finger is available in various 
lengths, 6 cm. being the standard length 
and a 4 cm. length for upper esophageal 
lesions. A 9 cm. long rubber finger is some- 
times used. The purpose of this rubber 
finger is to disengage the cricopharyngeus 
muscle and to prevent the dreaded hypo- 
pharyngeal tear which in the past, with 
the open-end instruments when used by 
trained experts, apparently accounted for a 
morbidity rate of 2°, and a mortality rate 
of 0.5°,. If the cricopharyngeus is open at 
the time of introduction the tube enters 
readily; if the cricopharyngeus is open at 
the time of introduction the tube enters 
readily; if the cricopharyngeus is closed 
but not spastically so, the rubber obturator 
will disengage the walls as a proctoscope 
disengages the walls of the anal canal. If 
the cricopharyngeus is spastically contracted 
then no instrument can enter and the 
rubber obturator will bend but it will not 
produce a lesion. Any open-end esophago- 
scope can be converted into a safe instru- 
ment by inserting a tightly-fitting flexible 
obturator, It must be noted, however, that 
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if the construction of the obturator is such 
that when it bends an empty space is formed 
between it and the free edge of the metal 
tube, a definite source of danger is created 
for mucosa may be trapped in this space 
and be stripped away as the instrument is 
advanced. We have encountered one difh- 
culty with the rubber tip and this is that 
on two occasions it has broken off at its 
base during introduction and has fallen 
into the lumen of the esophagus. In one 
case it actually broke off within a stricture 
and it was not possible to retrieve it with 
grasping forceps. However, it was possible 
to push it beyond the stricture and a per- 
manent obturation was avoided. In both 
instances the rubber tip was passed, in time, 
per rectum. 

Following the introduction of the outer 
tube and obturator into the esophagus, the 
obturator is removed. Removal is easy and 
no lesion has ever been created in our 
experience as a result of the pinching of the 
esophageal mucosa between the instrument 
and the obturator. 

2. The Inney Tube: Has two moveable 
shells at its distal end which are opened 
after full introduction by turning a knurled 
wheel at the proximal end. The purpose 
of these shells is to remove the mucosa 
from the objective of the telescope and per- 
mit clear visualization of the esophageal 
wall. The maximal diameter of the shells 
is 15 mm. when fully opened. One disad- 
vanitage of the inner tube is that occasionally 
the shells become damaged as a result of 
rough handling and fail to open properly. 
An advantage of the shells is that they may 
be used to obtain biopsy specimens by clos- 
ing them on a lesion. The shells are only 
partly closed when the instrument is being 
removed in order to avoid biting off a piece 
of esophageal mucosa. 


3. The Optical Tube or Telescope: This 
is usually introduced together with the 
inner tube and the objective and lens lie 
within the shells of the inner tube. It con- 
sists of a light-carrier, an optical system, 
and an air channel. The optical system has 
a 5X magnification. The air channels are 
attached to the sides of the optical system 
and light carrier. They are in connection 
with an attachment for an air balloon. 
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Disturbing secretion is cleared by blowing 
air through the air channels into the esopha- 
gus. Smearing of the objective with blood 
or secretions Is at times a very trying occur- 
rence and may require removal of the tele- 
scope in order to clean the objective with 
a soft cloth. This can be minimized by prion 
drainage of the stomach with an Ewald 
tube. Another problem has occurred at 
times through failure of the light source 
due to the spontaneous loosening of the 
light bulb. This has required removing the 
telescope and the manual tightening of the 
bulb. Usually, however, a beautifully clear 
picture is obtained. 

4. The Biopsy Forceps: Is equipped with 

a light source and a fore-oblique operating 
telescope, the objective of which is located 
between the jaws of the forceps, permitting 
a biopsy specimen to be taken under direct 
and 3X magnified vision. The biopsy forceps 
fits loosely within the inner tube and can 
be advanced into the lumen of the esoph- 
agus through the open shells. 
THE ESOPHAGOSCOPE WITH PROXIMAL TELE- 
SCOPE ATTACHMENT: (Fig. 1) The compo- 
nent parts include the previously described 
outer tube and obturator (the latter being 
removed after introduction), the light car- 
rier, introduced and secured with the 
locating pin, and the outer telescope of 2X 
magnification, which clamps on to the 
shoulder of the outer tube. A knurled wheel 
focuses the image and the outer telescope 
can be moved out of the way by means of 
an elbow if suctioning or the taking of a 
biopsy is necessary. 

The fact that, although secured proxi- 
mally, the light carrier lies loosely distally 
within the lumen of the esophagoscope 
poses a mild disadvantage since it reduces 
the operating space within the instrument 
for the passing of biopsying forceps and 
cotton-tipped applicators. It would be more 
advantageous if it could be incorporated 
within the wall of the instrument where it 
would provide less interference. 

For suctioning purposes a separate metal 
suction tube attached by means of a rubber 
connection to a suction apparatus is used. 
In cases of suspected neoplasm, a small 
specimen bottle is used as a trap for 
aspirated secretions and is later sent to the 
laboratory for microscopic study. The fact 
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that a separate suction tube (one not in- 
corporated in the esophagoscope) is neces- 
sary does not create an inconvenience. Ac- 
tually, more adequate suctioning and clear- 
ing of the field results from this means than 
can be accomplished with the use of the 
smaller bore suction tube which is incor- 
porated in another instrument. 
REFERENCES 


' Schindler, R.: A Safe Diagnostic Optical Esopiia- 
goscope, J.A.M.A. Vol. 138, pp 885-887, Nov. 20, 
1948. 

* Schindler, R.: Construction And Use Of A Sate 
Diagnostic Optical Esophagoscope, Gastroenterology 
Vol. 12, No. 3, March 1948. 

Schindler, R.: Diagnostic ksophagoscopes for 
Palpatory Introduction, Surg. Clin. N. 
Saunders Co., October 19357, pp. 1197-1200. 


Figure |. The Schindler Esophagoscope: Bottom: Outer 
tube and obturator. Center: The Light Carrier. Top: Outer 


tube with proximal telescope attached. 


The Eder-Hufford Flexirigid Optical Esophagoscope 
A. Ray Hufford, M.S. M.D. 


The esophagus is especially adapted tor 
endoscopic examination and the study ol 
its) patho-physiology is an indispensable 
prerequisite to a complete understanding ol 
complaints referable to the upper gastro- 
intestinal tract. Gastroenterologists have 
assumed greater interest in esophageal cis- 
orders these past 2 decades. However, 
transpharyngeal intubation with open-end 
rigid tubes was seldom performed by most 
gastroenterologists, even though they were 
well versed in the techniques of introduc- 
ing most flexible tubes and scopes blindly. 
Those specialists highly skilled in the art 
of per-oral endoscopy were relied upon for 
most of the esophagoscopic examinations. 
The conventional open-end tube esophago- 
scopy employed position and technique 
which did not facilitate concomitant sup- 
plementary gastric endoscopy. 

While studying the orientation of fiexi- 
ble scopes in the esophagus and stomach 
by serial roentgenograms! and during 
modification of the conventional gastro- 
scope,” it seemed feasable that the construc. 
tion olf a flexible or flexi-rigid esophago- 
scope, although it passed blindly, would be 
more akin to the passage of the Ewald 
tube than to a surgical procedure. — Its 
technique would be similar to that of the 
Hlexible gastroscope which it should comple- 
ment and supplement. Esophagoscopy then 
could) come within the province ol the 


gastroenterologist.. An esophagoscope — to 
serve these purposes should have the tol 
lowing characteristics—1) It must be flexi- 
ble or have flexibility for esophageal in 
troduction to assure maximum safety and 
ease of passage. 2) It should be light in 
weight and have simplicity of construction 
lor ease of handling, maneuverability and 
lor good tactile sense during introduction 
and examination. 3) Have an adequate 
optical system compatible with the flexible 
gastroscope lor full dimentional viewing. 
1) It should be operated with the same 
preparation and position of patient as is 
done in the gastroscope examination, 

A prototype scope which met most ol 
the requirements was essentially completed 
in 1916 and tried clinically. Refinements 
and modifications of the pilot model with 
further clinical investigation 1947-18 
evolved a fairly satistactory flexirigid) opti- 
cal esophagoscope.* + The removable tlexi- 
ble stainless steel obturator proved to be 
sale, simple and casy lor introducing the 
scope into the esophagus. Its adjustment 
for various lengths in order to adapt to 
different situations and operators proved to 
be satisfactory. Since the development 
program with more extensive use of the 
instrument, there has been incorporated 
some additional refinements lor operational 
improvement. In approximately 13 vears ol 
its use in my endoscopic work, its introduc- 
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tion and operation has been easy, sate and 
with very little discomtort to the patient. 
It. mechanical simplicity makes it easy to 
adjust, clean and sterilize. The operative 
technique is simplified because of the ma- 
nipulation of only 3 component parts is 
necessary—1) the tubular rigid scope, 2) 
the flexible obturator and, 3) the optical 
system. 

The tubular structure somewhat re- 
sembles the conventional esophagoscope 
and is constructed of light, non-corrosive 
allovs. The very slightly bulbous distal 
end nose collar is smoothly beveled and 
inside the protruding lip are 2 small oval 
depressions. In one reposes the small but 
brilliant incandescent light bulb attached 
to the end of the light carrier. In the othe: 
is an opening into the built-in suction tube. 
Phe suction tube and channel for the light 
carrier run in juxtaposition and parallel 
along ventral surface olf the tubular struc- 
ture to the proximal end. ‘The breech 
framework that forms the handle secures 
the proximal end of the tubular scope with 
ity appropriate openings, and has a_ slot 
lor securing the base of the telescopic 
mounting. Convenient to the handle is 
the suction control with a vent centered in 
a concave disc and just below it an elon- 
gated nipple for attaching a tube from a 
suction apparatus. The tubular section is 
produced by the manulacturer * in 2 stand- 
ard lengths, 45 cm. and 53 em. and in 2 
internal diameters, 7 mm. and 9.5 mm. The 
53 om. 9.5 min. flexirigid esophagoscope 
is primarily used with the Eder-Palmer 
Trans-esophagoscopic Gastroscopes for an 
combined esophago-gastroscopic procedure 
which requires only one instrumentation 
through the cricopharyvngeus. .\ modified 
flexirigid esophagoscope of 25 cm. x 9.5 mm. 
is now undergoing clinical trial, primarily 
lor use in the upper third of the esophagus. 
The shorter length of scope and also flexi- 
ble obturator is less cumbersome and more 
maneuverable. 

The flexible obturator is a stainless stcel 
coil approximately 15 cm. in length and 
similar to that used in the flexible section 
ol the Eder Gastroscopes. “The proximal 
end is securely mounted into the cylindrical 
end of the obturator rod which ftorms a 
closure at the end of the tubular scope. 
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At the distal end of the flexible coil is a 
tapered flexible rubber finger. The rod- 
like obturator handle traverses the length 
of the scope and extends out of the proxi- 
mal end of the scope only a few centimeters 
and capped with a thumb button. The 
scope handle and obturator thumb button 
are so located and styled as to conven- 
iently fit into the operators hand. A cylin- 
drical stop collar with a set screw through 
which the rod-like handle passes is located 
between the proximal opening of the scope 
and thumb button. This stop collar not 
only closes the proximal lumen and keeps 
the coil in line with the long axis of the 
scope, but allows the operator to adjust 
the obturator to a shorter length if he 
desires. When the flexible section is ex- 
tended to its maximum beyond the beveled 
end ol the scope; approximately 18 cm. to 
tip of rubber finger; the instrument. as- 
sumes a length and operates very similar 
to that of the flexible gastroscope. “The 
flexible steel spiral closely approximates 
the distance trom the upper alveolar mar- 


. gin to the superior constrictors and assists 


the operator in orientation. Generally the 
exible rubber finger slips through the su- 
perior constrictors without any noticeable 
leeling of such at the handle. As the coil 
starts to slide through, there is a very slight 
sensation ol resistance registered the 
operators hand. Usually the beveled end 
of the scope is then at the upper alveolar 
margin and the operator may then. salely 
proceed with the technique of passing the 
scope into the upper esophagus. The flexi- 
ble section may be passed further if one 
desires unless contraindicated, however, in 
any case the assistant must extend the neck 
to a sufhcient degree to allow the operatch 
proper alignment of the flexible and rigid 
sections. The rigid section is passed over 
the flexible obturator. Very often this may 
be accomplished without holding the ob- 
turator knob and by carefully passing the 
tubular scope, the flexible coil will become 
engulfed inside the scope and may be re- 
moved easily. Generally it is best for those 
not too experienced with this type ol 
esophagoscope, to hold the obturator but- 
ton in the right hand and keep it from 
moving while the scope is being passed 
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over the flexible section. In this manner 
the coil becomes entirely disengaged from 
the esophageal mucosa without pinching. 
Attempting removal of the entire flexible 
obturator trom the esophagus by drawing 
it back through the scope is likely to 
damage the esophageal mucosa. 

With the scope salely in the esophagus 
and the obturator removed, the exami- 
nation proceeds under good illumination 
through a 4 x telescope. The telescope base 
mounted on the handle is able to swing 
in one plane, away from the proximal open- 
ing of the scope during passage for opera- 
tion of the flexible obturator and then 
brought into direct line with the scope 
lumen so as to focus directly through it 
into the esophagus ahead of the scope. The 
optical head of the telescope can easily be 
adjusted and gives a larger and clearer 
view of the esophagus than is obtained 
through conventional scopes regardless of 
diameter. The telescope is also superior to 
the use of a dense obturator because it is 
not in danger of fogging or fouling during 
the examination and readily removed to 
one side for passage of instruments into or 
through the scope during examination. 

In theory, the flexirigid esophagoscope 
should not be used when a lesion in ques- 
tion is located in the upper third, particu- 
larly if shortly below the superior constric- 
tors. It is generally considered dangerous to 
encounter such lesions during blind passage 
with the flexible obturator. However, in ex- 
pert hands, the flexible obturator may be 
adjusted to extend only a few centimeters, 
and safe, easy passage has been made by 
several endoscopists in this manner. Some 
operators have used the conventional dorsal 
position and allowed only the tapered rub- 
ber finger to act as a guide through the 
superior constrictors. Within the last 2 
years I have found that a scope of 25 cm. 
x 9.5 mm. has been very useful in examina- 
tion of lesions or injuries of the upper 
third. It is light, short, and not as cumber- 
some to handle as the longer scopes. Being 
more maneuverable safe, easier passage has 
been made with its shorter length of the 
flexible obturator and with the patient in 
the usual left lateral position. As soon as 
the leading rubber finger has passed through 
the superior constrictors, the scope is gently 
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passed over the obturator. The flexible 
obturator is never advanced any further 
than is necessary to safely permit the scope 
to enter the esophagus especially if any 
resistance is encountered, Usually the lead- 
ing edge of the rigid scope is conveyed a 
short distance above the lesion without 
danger. 


SUMMARY 

The Eder-Hutlord Esophagoscopes are 
sturdy, yet light-weight with a minimum 
of operating components. The length and 
flexibility of the obturator similates that 
of the flexible gastroscope and gives  sta- 
bility and orientation that makes trans- 
pharyngeal and superior constrictor pas- 
sage easy and relatively safe. The obturator 
may be adjusted for use in shorter lengths 
for certain situations desired by the oper- 
ator, however, best results in general will be 
obtained in average scoping with the obtu- 
rator at its full length. For esophagoscopy 
of the upper third, a scope of shorter rigid 
and flexible segments, is easier to manipu- 
late and pass. The telescope of 4 x is easy 
to adjust and focus and gives a full dimen- 
sional view of the esophagus. 

They were designed to be complementary 
to the gastroscope for integrative esophago- 
gastroscopy by those trained and familiar 
with such endoscopic techniques. — Flexi- 
rigid esophagoscopy is conducted in the lett 
lateral position and with the same prepara- 
tion as that used for gastroscopy. It is used 
often with gastroscopy as a dual endoscopic 
procedure, yet it has not introduced any 
drastic changes in the technical problems 
inherent in the gastroscopic routine. How- 
ever, it has definitely increased the impor- 
tance of recognizing the esophagus and its 
patho-physiology as an integral part of 
the upper digestive tract. Esophagoscopy 
and gastroscopy concurrenly may be con- 
ducted by 2 techniques. In one a dual in- 
strumentation through the crico-pharyng- 
cus, first with the flexirigid esophagoscope 
to be followed by the gastroscope, or esoph- 
agoscopy which on completion the tubular 
scope is retained as a sheath for passage ol 
the Eder-Palmer Trans - esophagoscopic 
Gastroscopes. 

Like any endoscopic procedure, esopha- 
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goscopy should not be approached lightly, 
neither should be feared nor delayed when 
indicated. Contraindications for flexi-rigid 
esophagoscopy tor all practical purposes are 
about the same or for rigid-esophagoscopy. 
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Flexible Tube Esophagoscopy 


Edwin Boros, M.D. 


At the annual convention of the Ameri- 
can Medical Association held at Atlantic 
City in June 1947, the author introduced 
a flexible esophagoscope which offered the 
examiner the opportunity for facile and 
safe instrumentation, and to the patient 
freedom from the ordeal and dangers pre- 
viously experienced with this type of pro- 
cedure. Prior to this time thorough train- 
ing and considerable skill were prime re- 
quirements for one wishing to engage in 
this work, with many an unpleasant ex- 
perience for the operator and patient as 
well. Large medical centers scarcely offered, 
if at all, any gastro-enterologist whose prac- 
tising art included the performance of 
esophagoscopy. Those few who ventured 
were soon dismayed and thus allowed this 
procedure to repose in the hands of the 
rhino-laryngologist where by tradition and 
accepted custom it had been confined for 
the greater part of a century. The manipu- 
lative skill and experience of the latter 
cannot be denied, nor can his rather limited 
gastro-enterologic view. Moreover, the 
dexterity involved in the removal of a for- 
eign body merits a sublime approval of his 
ability. In contrast the lack of the gastro- 
enterologist’s historic capacity to include 
the esophagus in his domain of operation, 
left this organ in the twilight zone of prog- 
ress. Rare indeed were there attempts made 
in the basic visual study of this structure. 
What operator would dare, and what 
patient would submit? In contrast, recent 
investigative exploratory studies by means 
of the flexible esophagoscope have been ac- 
complished and duly recorded. This area 
still remains but scarcely tapped and beck- 
ons invitingly to the investigator. 

Safety and ease of manipulation was the 
prime object of this new instrument and 
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method. It is accomplished by the installa- 
tion of a soft spiral tip which is pliable and 
flexible enabling easy passage of the crico- 
pharyngeus muscle. In doing so, there is no 
more discomfort to the patient than that 
experienced during the introduction of an 
ordinary Ewald stomach tube. Of great im- 
portance, is the maintenance of this yield- 
ing flexible spiral tip during the entire 
examination, so that any extraneous en- 
croachment on the lumen, anatomic dis- 
tortion or occlusion from within, is readily 
detectable before damage is done. At worst, 
the tip merely coils on itself and trouble is 
readily detected. Passage of any type of 
instrument through the diaphragmatic 
opening is not a too infrequent difficulty 
because of anatomic angulation of this 
region. The obvious implications of a soft 
tip in this region scarcely requires empha- 
sis; nor can the possibility of local perfor- 
ation be minimized. 

The flexible tube is not meant to displace 
the rigid esophagoscope. On the contrary, 
the flexible instrument is rendered into a 
rigid scope by the mere introduction of an 
accompanying stiff canula either before or 
during the contemplated examination for 
the specific purpose intended. A high lying 
esophageal lesion forbids blind instrumen- 
tation. Such a circumstance requires careful 
and constant vision at the outset of the con- 
templated procedure, which only a straight 
rigid instrument can afford. 

Contraindications to endoscopy of the 
gullet do exist and must be recognized. A 
decompensating heart, ankylosed jaw, rigid 
neck, marked asthenia are but some of those 
to be avoided. A diverticulum may be 
entered and in this way perforations have 
been known to occur. It is well to emphasize 
that relaxation on the part of the patient 
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and his cooperation are indispensible re- 


quirements of a smooth performance and a 
regard for safety. One should no more at- 
tempt to intubate a patient who fails in this 
anymore than one would attempt pass 
an ordinary stomach tube under similar 
circumstances. The exigency of the occasion 
might require a general anaesthesia. 

In this past decade, we have seen a 
marked expansion in esophagoscopis instru- 
mentation. From an almost complete ex- 
clusion of the gastro-enterologist) his 
practice in this field, he has now become 
an active participant. He has establishe:l 
that flexible tube esophagoscopy is a sim- 
ple method, can be learned easily, does not 
require the operating room decor of yester- 
vear, reduces the hazards and discomfort 
of the rigid tube, and finally, upon conclu- 


sion of his effort has the confidence of the 
well being of his patient. 

In an appraisal of the status of this new 
approach to instrumentation of the esopha- 
gus as of to-day, one cannot help but give 
thought to those who dissent or Oppose its 
acceptance. Not unlike parallel experiences 
in history, this of itself is not unique. Many 
would reject it without a trial. An acknowl- 
edged expertness of a rigid tube operator 
may well merit his confidence and satistac- 
tion in his “first love’. But in the overal! 
picture, just as time and tide waits for no 
man, in like manner progress continues un- 
daunted however modestly. A novitiate 
contronted by conflicting ideas in a difhcult 
field may be restirred in making a choice 
of a method. This symposium offers to 
him in a rewarding way, a clarification of 
some of the complexities which may beset 
him and I hope, a satisfactory answer. 


Gastroscopic Examination of the Terminal Esophagus and 
Esophago-Cardiac Junction 


Stephen J. Stempien, M.D. and Angelo E. Dagradi, M.D. 


If special measures are taken by the op- 
erator to keep the instrument straight dur- 
ing the final withdrawal, while an assistant 
insufflates air at a sufhcient steady rate, the 
terminal esophagus and the esophago-car- 
diac junction can be adequately examined. 
The detailed anatomy of this region can 
be observed better by this method than by 
X-Ray or esophagoscopy. The esophago-car- 
diac junction can be readily identified, the 
gastroesophageal vestibule with its charac- 
teristic fringe of parallel submucosal venu- 
les can be seen and in most instances the 
transverse fold of the inferior esophageal 
sphincter can be seen at the upper limits 
of the gastroesophageal vestibule. At times 
a considerable length of the esophagus can 
be examined in this fashion. This method 
is especially applicable when esophagoscopy 
is inadequate due to inability to completely 
traverse the esophagus with the instrument, 
provided there is no obstruction to the 
introduction or the gastroscope. 


* From the Gastroenterology Section of the Med- 
ical Service, Veterans Administration Hospital, Long 
Beach, California, Presented at the American Gas- 
troscopic Society, Atlantic City, New Jersey, June 
7th, 1959, 
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The technique is quite simple. During a 
slow withdrawal, the operator maintains 
full control of the instrument with both 
hands, keeping the left hand on the junc- 
tion of the flexible and rigid portions of 
the instrument in the patient's mouth and 
the right hand on the proximal handle. 
The visual field is kept rounded by proper 
adjustment with the right hand. When 
the cardiac sphincter region is reached, an 
assistant begins rhythmic insufflation otf 
air with short steady compression of the 
bulb. The netted balloon is not com- 
pressed. When the vestibule distends out, 
it is often possible to make protracted ob- 
servation after cessation of insufflation. At 
other times observations are made in inter- 
mittent phases. To date, we have examined 
several hundred patients in this fashion 
without producing discomfort or any un- 
toward accident. Over-insufflation usually 
results in escape of air orally. 

Our experience to date has shown that 
this application of gastroscopy is especially 
valuable in the diagnosis of esophageal 
hiatus hernia, mucosal ulceration within 
hiatus hernia,' esophagitis with or without 
hernial pouches, esophageal varices con- 
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fined to the gastroesophageal vestibule and 
the terminal esophagus, and in the difter- 
ential diagnosis between a marginal eso- 
phageal hiatus hernia with cardiac sphinc- 
teric contraction above it versus the inferior 
esophageal sphincter above the gastroeso- 
phageal vestibule. 
ILLUSTRATIVE 

Case A.F.M. 

59 year old white man admitted 3/13/58 
lor hematemesis and melena. History of 
substernal distress and mild dysphagia past 
three years. No alcoholism. Upper gastro- 
intestinal x-ray series 3/20/58 was reported 
to show a small hiatus hernia, but subse- 
quent review of films indicated that this 
diagnosis was in doubt since phrenic 
ampulla could not be ruled out (Figure 
1). On 4/2 58 a combined csophago-gis- 


tified. Persistent antral spasm was present 
throughout the procedure so that the angu- 
lus and pyloric antrum .were not well visu- 
alized. Upon withdrawal of the gastroscope., 
a definite hiatus hernia was identified in 
that gastric mucosa was found to undulate 
(with respiration) over the margin of the 
hiatus; above this the gastroesophageal ves- 
tibule with typical linear submucosal venu- 
les was identified. There was no inflamma- 
tory reaction or ulceration in the vicinity of 
this hernia.” 

Impression: (1) Esophageal Hiatus Her- 
nia; (2) Antral Spasm; (3) Esophageal and 
gastric mucosa within normal limits. 

Comment: In this patient the diagnosis 
of esophageal hiatus hernia, which was in 
doubt by the x-ray and esophagoscopic ex- 
aminations, was definitely confirmed by the 
gastroscopic examination. 


Figure 1. Case 1.A.F.M. Large Ampulla and/or Hiatus Hernia. Gastroscopy showed Hiatus Hernia. 


troscopy was performed and this report 
rendered: “The Eder-Hutlord  esophago- 
scope was readily introduced and advanced 
under direct vision. The esophageal mucosa 
was everywhere within normal limits. The 
csophago-gastric junction was at about 38 
to 39 centimeters which was questionable 
lor a definite diagnosis of esophageal hiatus 
hernia. After this procedure, the Eder- 
Palmer gastroscope was threaded through 
the esophagoscope and gastric mucosa iden- 
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Case #2: R.H. 

39 year old Mexican male patient, a con- 
firmed alcoholic, was admitted 6/16/58 
because of vomiting of blood. Four months 
previously he was admitted to Los Angeles 
County Hospital lor hematemesis, where 
an upper gastrointestinal x-ray series was 
said to show no ulcer. On 6/17/58 an 
emergency esophago-gastroscopy was per- 
formed and the following report rendered: 
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“After the usual premedication and appli- 
cation of 2°) viscous, xylociane for local 
anesthesia, the Eder-Hufford esophagoscope 
was readily introduced and advanced un- 
der direct vision. In the lower level at 
about 32 centimeters the esophageal mucosa 
had a streaky, red, granular appearance 
indicating a slight amount of esophagitis. 
At about 35 to 36 centimeters the mucosa 
appeared to be definitely gastric in type. 
Further advance of the instrument was 
impossible because of the difhculty of neck 
extension of this individual. After partial 
withdrawal of the esophagoscope, the small 
calibre gastroscope was introduced and ad- 
vanced. There was a definite resistance at 
the cardia which was partially penetrated 
by gentle steady pressure. Upon inflation 
it was apparent that gastric mucosa was 
visible and appeared to be normal. Upon 
withdrawal of the instrument, definite bil- 


esophageal mucosa was seen and again 
showed patchy redness but no evidence of 
varices.” 

Impression: (1) Esophageal Hiatus Her- 
nia; (2) Two ulcerations of the gastric 
mucosa at the lower level of the hiatus 
hernia; (3) Mild terminal esophagitis. 

On 6/18/58 an upper gastrointestinal X- 
ray series was done and the pertinent find- 
ings were: “A small sliding hiatus hernia 
was demonstrated in the prone and supine 
positions. There was slight narrowing and 
irregularity of the lower end of the esoph- 
agus at the junction with the hernia; on 
the spot films there is no evidence of a 
peptic ulcer within the herniation. There 
was no evidence of an ulcer crater in the 
region of the duodenal bulb. 

Impression: Haitus hernia of the sliding 
type with suggestive peptic esophagitis 
(Figure 2). 


» & 


Figure 2. Case #2. R.H. Esophageal Hiatus Hernia. Two ulcers in the Hernia seen by Gastroscopy not demon- 
strable by X-Ray. 


lowing gastric mucosa was seen which rolled 
with respiration over the margin of the 
hiatus. Two definite ulcerations were seen; 
one small oval ulceration with clotted blood 
within it and more distal to that there was 
an irregular slightly elongated superficial 
ulceration covered by dirty mucoid exudate. 
Upon further withdrawal of the instrument 
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An esophagram 7/9/58 showed a normal 
esophagus and a small hiatal hernia. 

Comment: Although emergency esopha- 
goscopy showed evidence of hiatus hernia 
with terminal esophagitis, the emergency 
gastroscopic examination was decisive in 
revealing the bleeding ulcerations within 
the hernial pouch. These ulcers were not 
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demonstrable by the X-ray examination 
done the following day. 
Case 33: J.S.P. 

62 year old white male admitted 12/11/58 
because of bloody vomitus. He had noted 
a heavy sensation behind the lower sternum 
lor one day and did some heavy lifting sev- 
eral hours before bleeding. There was a his- 
tory of hematemesis and melena ten years 
ago presumed to be due to duodenal ucler 
but this was never shown on subsequent 
X-ray studies. He was also under treatment 
lor hypertension with apresoline and _ ser- 
pasil. Upper gastrointestinal X-ray series on 
12/23/58 was reported to be negative. 

A Gastroscopic examination on 1/8/59 
resulted in the following pertinent findings: 
“Upon withdrawal of the instrument, a 
steep fold of the cardiac sphincter region 
was seen which was quite definitely red- 
dened and swollen. Above this area the 
gastroesophageal vestibule was recognized 
with its typical parallel venules. At about 
3 centimeters above this junction and in 
the uppermost portion of the vestibule, 
the contractile ring of the inferior eso- 
phageal sphincter was recognized. Upon 
respiration it was noted that the cardiac 
mucosa at the junction definitely rolled 
with respiration indicating the presence ol 
the adjacent hiatus.” 

Impression: Probable marginal esophag- 
eal hiatus hernia. A repeat X-ray study of 
the esophagus and stomach on 1/9/59 
lailed to reveal a hiatus hernia or other 
lesions. Patient responded well to medical 
management. 

Comment: The exact source of this man’s 
bleeding was not accurately determined. 
History and gastroscopy tended to implicate 
a hiatus hernia but the possibility of drug 
induced ulceration could not be ruled out. 
This case was striking to us because of 
the clear demonstration of the cardiac 
sphincter, gastroesophageal vestibule and 
the inferior esophageal sphincter. 

Case 34: G.E.D. 

56 year old white male admitted 12/27/58 
complaining of black stools, nausea and 
dizziness. Four years ago he had two epi- 
sodes of hematemesis and melena for which 
he was explored elsewhere and tound to 
have cirrhosis of the liver, esophageal var- 
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ices, duodenal diverticulum and cholelithi- 
asis. 

An esophagram and upper gastrointesti- 
nal X-ray series on 1/2/59 was reported to 
show esophageal varices and no lesions of 
the stomach and duodenum (Figure 3). 


Figure 3. Case #4. G.E.D. Minimal Esophageal Var- 
ices, not readily demonstrable by esophagoscopy but seen 
by Gastroscopy. 


An esophagoscopy on 1/13/59 to a level 
of 40 centimeters did not reveal varices. 

gastroscopy on 1/21/59 yielded the 
following pertinent findings: “The mucosa 
of the entire stomach was everywhere nor- 
mal in appearance. On withdrawing the 
instrument at least two moderate sized 
tortuous varices were noted in the gastro- 
esophageal vestibule. The mucosa in the 
vestibule was everywhere normal in = ap- 
pearance. 

Impression: Esophageal varices. 

Comment: In this patient the esopha- 
gram reported positive for varices, was at 
variance with esophagoscopy. However, the 
gastroscopy left no doubt that this man 
had esophageal varices which were most 
prominent in the gastroesophageal vesti- 
bule. 

CONCLUSIONS 

1. Whenever esophagoscopy and x-ray 
fail to clarify the diagnosis of lesions of the 
terminal esophagus and esophago-cardiac 
junction, gastroscopy should be done pro- 
vided there is no obstruction. 

2. Any gastroscopic examination is not 
considered complete unless careful exami- 
nation of the esophago-cardiac junction and 
terminal esophagus is included. 
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The Eder-Hufford flexible Esophagoscope 
has been developed and designed especially 
for the Gastroscopist. The Esophagoscope 
is similar in use to the flexible Gastro- 
scope. Introduction in the patient is made 
in the same manner. 

The flexible Obturator is inserted before 
“a the rigid tube is introduced, making’ it 
"| a more comfortable for the patient. The 


EASIEST TO USE—MOST COMFORTABLE FOR THE PATIENT 


flexibile Obturator is adjustable for var- 
ious lengths. 

Shown above is the Esophagoscope with 
its various components, including the flex- 
ible obturator in position (top illustra- 
tion) and withdrawn with proximal tele- 
scope attached (bottom illustration). Other 
accessories included are extra light car- 
rier with bulb, two cleaning brushes and 
cord. Transformer is optional. 


* Safe and Compact—Built-in Suction Channel. 


Esophagoscopic examination. 


profession. 


* Proximal Telescope allows Excellent Visualization. 
* No Obstruction through Fog or Mucus. 


* Large enough to take Simple Biopsies. 


The Lumen is large enough to allow a flexible Gastroscope to pass through, for Trans- 
The Eder-Hufford flexible Esophagoscope is the most widely accepted and used by the 


for further information, write to: 


EDER INSTRUMENT CO. 


+ 2293 N. CLYBOURN AVE. PHONE EASTGATE 7-2131 CHICAGO 14, ILLINOIS 
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AMERICAN GASTROSCOPIC SOCIETY 


THE EDER-HUFFORD FLEXIBLE ESOPHAGOSCOPE 
t=" y 
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Benedict FLEXIBLE 


To meet the long-felt need for gastric biopsies in the 
diagnosis of lymphoma, carcinoma and gastritis, 
A.C.M.I. (in cooperation with Dr. Edward B. Benedict) 
has devised an instrument that offers a successful 
means for aspirating secretions and obtaining 
biopsies. Similar to the A.C.M.I. flexible 
examining gastroscope in its illumination 
and optics, this new instrument has an 
additional channel through which a plastic 
aspirating tube or biopsy forceps may be 
introduced. Both the tube and the forceps 
are brought into exact position by means 
of an “elevator” controlled from the 
proximal end of the instrument. 


The optical system provides a flat 56° 
visual field, fully corrected for spherical 
or chromctic aberration and coma— 
even at sharply bent angles. All of the 
lens surfaces are coated to insure 
maximum clarity of field by 
increasing light transmission and 
reducing ghost images. 


Used routinely as an 
observation as well as 
an operating instrument. 


8 PELHAM PARKWAY - PELHAM MANOR, N. Y. 
FREDERICK J. WALLACE, President 
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Surgical Instruments Company 
fnnounces with Pleasure 
a The Acquisition of 
3 Metro Tec Scope Makers 


| Mr. Bicknell. who is well known to many of you. has joined our staff 
in charge of our research and development department. 
We. at Cameron’s. have many plans for the 60°s. Having a leading 
instrument research man in the field of Gastroenterology associated with 
- us. will help us reach our goals. 
ie Several new items will be shown at the April meeting. We hope you 
r will visit with us at the meeting. or whenever you are in our neighborhood. 


C AM F R O N Surgical Instruments Co. 
329 S. Wood St, Chicago 12, Ill. TAylor 9-7444 
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